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Tetanus — Puerto Rico, 2002 


During February—May 2002, the Puerto Rico Department 
of Health (PRDOH) received reports of three tetanus cases, 
two of which were fatal. The last reported case of tetanus in 
Puerto Rico had occurred in 1999. This report summarizes 
the investigations of these three cases, which underscore that 
health-care providers should ensure that all patients have been 


vaccinated fully against tetanus (/,2). 


Case Reports 

Case 1. On December 19, 2001, a man aged 86 years with 
a history of hypertension and coronary artery disease (CAD) 
sustained a splinter in his right hand while gardening. On 
December 22, the patient saw a physician for wound care. At 
that time, he was not treated with either a tetanus toxoid vac- 
cine or prophylactic tetanus immune globulin (TIG). His 
tetanus vaccination history was not documented in the medi- 
cal record; he had no history of military service. 

On December 26, the patient received treatment for phar- 
yngitis from a local physician. On December 29, he presented 
to an emergency department (ED) with difficulty talking, 
swallowing, and breathing and with chest pain and disorien- 
tation of 2 days’ duration. He was admitted to a general medi- 
cine ward with a preliminary diagnosis of stroke. 

On January 2, 2002, the patient had neck rigidity and res- 
piratory failure requiring tracheotomy and mechanical venti- 
lation and was transferred to the intensive care unit (ICU) 
with tetanus diagnosed. He was administered a dose of teta- 
nus and diphtheria toxoids (Td); TIG was ordered but was 
unavailable. On January 11, the patient received nonspecific 
intravenous immune globulin (pooled plasma, 7.5 grams). 
His hospital course was complicated by two myocardial 
infarctions, congestive heart failure, a lacunar stroke, and 


pneumonia. He died on February 2. 


Case 2. On April 18, 2002, a man aged 68 years with a 
history of diabetes mellitus, CAD, and mitral valve replace 
ment sustained a puncture wound in his right foot from step- 
ping on a rusted nail. His spouse cleaned the wound with a 
surface antiseptic (benzalkonium chloride). The following day, 
the patient sought care from a primary-care physician who 
administered intravenous cefazolin and prescribed oral 
ciprofloxacin and oxycodone. The patient requested vaccina 
tion against tetanus but was told that the vaccine was 
unavailable. The patient did not know if he had been vacci 
nated previously against tetanus; he had not served in the 
military. 

On April 22, the patient presented to an ED complaining 
of difficulty swallowing, mild shortness of breath, abdominal 
pain, throat pain, and mandibular rigidity. On physical 
examination, he had trismus, risus sardonicus, muscular ri- 
gidity, and difficulty speaking. He was admitted to the ICl 
with diagnoses of suspected tetanus and right foot cellulitis. 
He was treated with metronidazole, ciprofloxacin, and 
midazolam by continuous intravenous infusion. On April 23, 
the patient had seizures and respiratory failure requiring 
mechanical ventilation. He also was given intramuscular TIG 
(500 units) and Td (0.5 cc) at that time. Despite midazolam 
therapy and supplemental diazepam for seizures, the patient's 


muscle spasms persisted. He died on April 27. 
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Reported by: /C Orengo, MD, Y Garcia, MPH, A Rodriguez, MD, 
J Rullin, MD, Puerto Rico Dept of Health. MH Roper, MD, 
P Srivastava, MS, TV Murphy, MD, Epidemiology and Surveillance 


Div, National Immunization Program; F Alvarado-Ramy, MD, Div of 


Applied Public Health Training, Epidemiology Program Office, CDC. 
Editorial Note: Tetanus is a rare disease in the United States; 
following the introduction of vaccination with tetanus tox- 
oid in the 1940s, the overall incidence of tetanus declined 
from 0.4 per 100,000 population in 1947 to 0.02 during the 
latter half of the 1990s. The overall case-fatality ratio declined 


from 91% to 11% during the same period. The majority of 


tetanus cases reported during 1989-1997 occurred in per- 
sons who had not completed a 3-dose primary tetanus toxoid 
vaccination series or for whom vaccination histories were 
uncertain; no tetanus deaths occurred in persons who received 
primary tetanus vaccination (S—7; CDC, unpublished data, 
2002). 

Adults aged >60 years are at greatest risk for tetanus and 
tetanus-related mortality (S—7). During 1998-2000, the 
average annual incidence of tetanus in persons aged >60 years 
was 0.03 with a case-fatality ratio of 31%, both more than 
twice that of adults aged <60 years. The increased risk for 
tetanus with increasing age is thought to be related to the 
lower prevalence of protective immunity in older age groups. 


Protective levels of antibodies against tetanus toxoid decline 


with age; by age 70 years, only 30% of the population is pro- 


tected (8). Older persons might never have received a pri- 
mary vaccination series or might not have received subsequent 
Td boosters. Women are significantly less likely to be pro- 
tected against tetanus than men (8) probably, in part, because 
women are less likely to have received a Td booster in con- 
junction with military service. 

The Td shortage during 2000-2002 necessitated deferral 
of routine Td boosters in adolescents and adults. However, 
booster doses given as part of wound management and 
administration of primary series in unvaccinated persons 
remained priorities (3). Previous reports on tetanus cases 
occurring in the United States during the 1980s and 1990s 
indicated that even during periods in which Td was in ample 
supply, <60% of persons for whom Td was indicated received 
a dose during wound management (5—7). 

Recommendations for the use of Td and TIG for wound 
care depend on the nature of the wound and the patient's 
vaccination history. Persons who have received a primary teta- 
nus vaccination series but who have not had a Td booster 
during the 10 years preceding any injury should receive a 


booster dose. Persons who present with wounds contaminated 


with dirt, feces, or saliva, deep wounds, or wounds with 
necrotic tissue and who have not had a booster during the 
preceding 5 years also should receive a dose of Td. Persons 
who have never received tetanus vaccination or those with 
unknown or uncertain vaccination histories should receive 
the first dose of a primary series at the time of presentation. 
These patients also should receive TIG (250 units injected 
intramuscularly at a site distant from that used for Td admin- 
istration) unless the wound is superficial and clean, because a 
single dose of Td in the absence of previous tetanus vaccina- 
tion will not induce the production of protective levels of 
antibody. Therapeutic TIG (3,000-—6,000 units as 1 dose) 
should be administered as soon as possible to any patient 
presenting with tetanus (9). 

The majority of cases of tetanus and virtually all tetanus 
associated deaths are preventable through adequate vaccina- 
tion. Because all wounds, even minor and relatively clean 
wounds, confer a risk for tetanus, health-care providers should 
review the vaccination status of all patients and administer 
indicated tetanus toxoid vaccine to keep their patients fully 
protected (/,2). 
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Pertussis Deaths — United States, 
2000 


Pertussis (i.e., whooping cough) is associated typically with 
an inspiratory “whoop,” prolonged paroxysmal cough, and 
posttussive vomiting; how ever, persons infected with Bordetella 
pertussis sometimes experience atypical symptoms, making 
prompt recognition difficult (/) and probably increasing 
infection transmission. All infants aged <6 months and any 
infants who have not yet received 3 doses of diphtheria and 
tetanus toxoids and acellular pertussis (DTaP) vaccine are 
especially vulnerable to B. pertussis infection (2). This report 
Summarizes the investigations ot [two percussis deaths that 
occurred in 2000. Clinicians should consider pertussis as a 
cause of illness, especially among vulnerable infants who 
present with cough illness, respiratory distress, or apnea. 
limely diagnosis of pertussis in caregivers and other contacts 


of infants could prevent infant pertussis fatalities. 


Case Reports 

Colorado. On January 6, 2000, a full-term, white, non- 
Hispanic female infant aged 3 months was evaluated by her 
pediatrician for rhinorrhea and cough of 7 days’ duration. A 
test for respiratory syncytial virus (RSV) was negative, and 
the infant received her first vaccinations, including DTaP 
vaccine. On January 17, the infant returned with persistent 
symptoms that had progressed during the preceding 2-3 days 
to include paroxysmal cough, breathing difficulty, and fever. 
Perioral cyanosis, intercostal retractions, tachypnea, and 
hypoxia were noted. A chest radiograph revealed marked 
hyperinflation and bilateral perihilar infiltrates. The infant's 
mother reported a cough illness with onset 3—4 weeks before 
the infant's cough onset; the infant's sibling aged 3 years (who 
had received 4 DTaP vaccinations) also had a mild cough 


illness. On hospital admission that day, the infant’s leukocyte 


count was 129,000 (normal: 5,000—20,000). Specimens of 


nasopharyngeal (NP) secretions were collected for B. pertussis 
culture and repeat RSV testing. A blood sample was obtained 
for culture, and empiric treatment for pertussis was initiated 
with oral azithromycin, which was later replaced with oral 
erythromycin. On January 18, the infant became increasingly 
irritable, had a temperature of 104° F (40° C), and was trans- 
ferred to a tertiary medical center. Pertussis complicated by 
bacterial pneumonia was diagnosed presumptively and the 
infant was treated with intravenous erythromycin, nafcillin, 
and cefotaxime. NP specimens were tested by polymerase 
chain reaction (PCR) assay for B. pertussis DNA; a positive 


assay result was reported on January 20. Recurrent apnea was 


followed on January 22 by acute respiratory decompensation, 


requiring mechanical ventilation. Management of dissemi- 
nated intravascular coagulation, hypotension, hyponatremia, 
and hypoalbuminemia was necessary. On January 24, the 
infant's antibiotic regimen was augmented empirically with 
ceftazidime and tobramycin, and a tracheal aspirate culture 
confirmed Pseudomonas aeruginosa infection later that day. 
An echocardiogram revealed severe pulmonary hypertension 
and right ventricular dilatation. The infant had multiple car- 
diac arrests, including one during initiation of extracorporeal 
membrane oxygenation (ECMO). On January 25, a cranial 
ultrasound revealed severe frontal hemorrhage; support was 
withdrawn, and the infant died. An autopsy confirmed that 
the infant died because of B. pertussis infection, superimposed 
P aeruginosa sepsis, and severe necrotizing bronchopneumo- 
nia. Microscopic examination of the lung revealed necrosis, 
hemorrhage, and gram-negative bacilli. B. pertussis was iso- 
lated from nasopharyngeal secretions collected on January 17. 
A blood culture collected on January 23 and postmortem 
cultures from multiple sites yielded P aeruginosa. No other 
pathogens were identified. 

Texas. On November 10, 2000, a full-term, white, His- 
panic female infant aged 3 weeks was evaluated by her pedia- 
trician for a 3-day history of cough, posttussive emesis, and 
poor feeding; supportive care was recommended. That 
evening, the infant had worsening cough and posttussive 
emesis and was taken to the emergency department of hospi- 
tal A. A chest radiograph revealed a right upper lobe infil- 
trate; the infant's leukocyte count was 8,800. A blood sample 
was obtained for culture. Intramuscular ceftriaxone was 
administered, and the patient was discharged. The next morn- 
ing, because of respiratory distress and hypoxia, the infant 
was admitted to hospital B. A second chest radiograph 
revealed a right-sided infiltrate. Ampicillin, gentamicin, and 
vancomycin were administered empirically. The infant was 
intubated and transported to a tertiary care center. On her 
arrival at hospital C, a third chest radiograph revealed exten- 
sive bilateral infiltrates; the infant’s leukocyte count was 
112,000. Specimens of NP secretions were obtained to test 
by PCR assay for B. pertussis DNA. Ampicillin and cefotaxime 
were administered empirically. Following transfer, the mater- 
nal grandmother reported a 1-month history of severe cough; 
both parents reported 2 weeks of severe cough illness with 
posttussive emesis. The infant's cardiopulmonary status did 
not improve with either conventional or high-frequency 
oscillatory ventilation and was complicated by a right-sided 
pneumothorax and hypotension. An echocardiogram 
suggested pulmonary hypertension. Having failed to respond 
to inhaled nitric oxide therapy, the infant was placed on 
ECMO with transient stabilization on November 12. Because 








Vol. 51 / No. 28 


MMWR 617 





pathogens including B. pertussis and herpes simplex viruses 
were suspected, erythromycin, acyclovir, and clindamycin were 
administered empirically. Later that day, the infant had a car- 
diac arrest and died. An autopsy was not performed. After 
the infant's death, B. pertussis DNA was detected by PCR, 
and herpes simplex virus was detected by direct fluorescent 
antibody testing. Blood cultures from hospitals A and C, and 
viral cultures from hospital C, did not identify other patho- 
gens. 


United States 


A total of 17 deaths of persons having pertussis symptom 
onset in 2000 were reported to CDC by 12 states. All deaths 
occurred among infants born in the United States, with onset 
of pertussis symptoms at age <4 months. Nine (53%) deaths 
occurred among males. Of the 17 deceased infants, 14 (82%) 
were white, one (6%) was black, and one (6%) was American 
Indian/Alaska Native; race was not reported for one (6%). 
Data on ethnicity were reported for 15 (88%) infants; seven 
(41%) of the 17 deceased infants were Hispanic. 

Reported by: K Plott, MPH, Association of Schools of Public Health, 
Atlanta, Georgia. FB Pascual, MPH, KM Bisgard, DVM, C Vitek, 
MD, TV Murphy, MD, Epidemiology and Surveillance Div, National 
Immunization Program; CR Curtis, MD, EIS Officer, CDC. 
Editorial Note: Despite record high vaccination coverage lev- 
els with 3 doses of DTaP among U.S. children aged 19-35 
months (3), pertussis continues to cause fatal illness among 
vulnerable infants. During 1980-1998, the average annual 
incidence of reported pertussis cases and deaths among U.S. 
infants increased 50% (4). The increased morbidity and mor- 
tality occurred primarily among infants aged <4 months, who 
were too young to have received the recommended three DTaP 
vaccinations at ages 2, 4, and 6 months (/,2,4). During 1990- 
1999, a disproportionately high number of pertussis deaths 
occurred among Hispanic infants; of 89 infants who died from 
pertussis for whom data on ethnicity were available, 31 (35%) 
were Hispanic (5; CDC, unpublished data, 2002). Academic 
investigators and public health agencies, including CDC, are 
initiating studies to identify the risk factors for severe and 
fatal pertussis. 

Infants with severe pertussis often are suspected initially 
of having systemic infection and are treated with broad- 
spectrum antibiotics. The two cases described in this report 
illustrate that pertussis can be fatal despite broad-spectrum 
antimicrobial therapy, specific therapy for pertussis, and sup- 
portive interventions. Severe respiratory insufficiency (caused 
by primary pertussis pneumonia, secondary bacterial pneu- 
monia, or both) is the most commonly recognized immedi- 
ate cause of death among infants with underlying pertussis 


infection (5—8). Co-infection with viral pathogens also has 
occurred (7). 

Refractory pulmonary hypertension is associated with fatal 
outcomes among very young infants with pertussis (8,9). 
During 2000, of the eight deceased infants for whom medi- 
cal records were available, six (including the two cases in this 
report) received ECMO for management of pulmonary 
hypertension before their deaths (CDC, unpublished data, 
2002). Risk factors and optimal treatment for pulmonary 
hypertension associated with pertussis are not defined clearly 
and require further investigation (9). 


Adults and children with pertussis sometimes experience 


mild respiratory symptoms or typical symptoms (e.g., an 


inspiratory “whoop,” prolonged paroxysmal cough, and 
posttussive vomiting) (6). Although some vulnerable infants 
exhibit these manifestations, infants with pertussis also can 
present with respiratory distress or apnea. Because the spec- 
trum of symptoms among infected persons is broad, a timely 
diagnosis of pertussis can be difficult. Clinicians should con- 
sider pertussis as a possible cause of acute respiratory illness 
and apnea among vulnerable infants and as a possible cause 
of acute cough illness among noninfants, especially parents, 
siblings, and other contacts of infants. After collection of an 
NP specimen for B. pertussis culture, empiric macrolide anti- 
biotic treatment should be initiated. Erythromycin is gener- 
ally effective for B. pertussis treatment and chemoprophylaxis. 
Because published data describing the safety and efficacy of 
macrolides other than erythromycin are limited, erythromy- 
cin remains the preferred antibiotic for these indications (6). 

Caregivers should minimize exposure of vulnerable infants 
to any persons with respiratory illness. As illustrated by these 
two cases, adult and adolescent caregivers and other family 
members have been linked epidemiologically as sources of 
pertussis infection for vulnerable infants (/0). All suspected 
pertussis cases should be reported promptly to local public 
health officials, who will assist with control measures in house- 
holds and communities. 

Timely vaccination of infants and children according to 
current recommendations of the Advisory Committee on 
Immunization Practices remains the most effective way for 
infants’ caregivers and health-care providers to prevent per- 
tussis (2). Infants should receive the first DTaP vaccine at age 
2 months, followed by doses at ages 4, 6, and 15-18 months 
and a booster dose at age 4—6 years. During a communitywide 
pertussis outbreak, an accelerated DTaP vaccination sched- 
ule may be used. Infants vaccinated with the accelerated DTaP 
vaccination schedule receive the first DTaP dose at age 6 weeks 
and the next 2 doses at 4-week intervals (6). 
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Hepatitis B Vaccination 
Among High-Risk Adolescents 
and Adults — San Diego, California, 
1998-2001 


lhe national strategy to eliminate hepatitis B virus (HBV) 
transmission is based on 1) screening all pregnant women for 
hepatitis B surface antigen and post-exposure vaccination of 
infants of infected mothers; 2) vaccinating all infants as part 
of the childhood vaccination schedule; 3) vaccinating chil- 
dren and adolescents not vaccinated previously; and 4) vacci- 
nating adolescents and adults in groups at increased risk for 
infection (/,2). These strategies have been implemented suc- 


cesstully in the United States except for the vaccination of 


adults and older adolescents at high risk (2). This report 
describes the initial findings of a hepatitis B vaccination pro- 
gram for potentially high-risk adolescents and adults con- 
ducted in areas of San Diego County, California. The findings 
indicate that high rates of hepatitis B vaccination can be 
achieved in clinics and programs that serve persons at high 
risk for HBV infection through the integration of hepatitis B 
vaccination into routine preventive health-care services. 
Improved efforts to vaccinate adolescents and adults at 
increased risk for HBV infection are critical to reduce disease 
incidence and prevent chronic HBV infection. 

Phe San Diego Viral Hepatitis Prevention Project (VHPP) 
began in February 1998 with the selection of a convenience 
sample of sites* located primarily in the central and southeast 
areas of San Diego County, where the incidences of gonor- 
rhea and chlamydia are higher than in other parts of the county. 
The population of San Diego County is approximately 2.9 
million persons, and the population of the central and south- 
east areas is approximately 500,000 persons. Sites that serve 
both clients at high risk and those with a lower risk for HBV 
infection were selected. Hepatitis B vaccine was provided at 
no cost to participating sites, and project staff assisted site 
personnel in developing educational materials and adminis- 
trative procedures and in monitoring vaccine coverage and 
completion. At sites that did not provide clinical services, the 
project provided a vaccination nurse on selected days. 

At all participating sites, clinic managers/program admin- 
istrators agreed to offer vaccine to all clients without collect- 
ing client-specific risk information. At most sites, clients 
starting vaccination were asked to complete a self- 
administered sexually transmitted disease (STD)/hepatitis risk- 
assessment form that included information about previous 
hepatitis B vaccination or infection. All STD clinic clients 
were asked to complete the risk-assessment form to deter- 
mine the percentage of clients eligible to start vaccination (i.e., 
those with no self-reported history of previous hepatitis B 
vaccination or infection). Approximately 85% of STD cli- 
ents were eligible to start hepatitis B vaccination; this per- 
centage was used at other project sites to estimate the number 
of eligible clients. Risk criteria were not used to determine 


eligibility. 





high risk for HBV infection included 


ly transmitted diseases, centers providing 


youth, clinics yn yne treatment for injection-drug users, drug- 


offender rehabilitation programs, and correctional institutions. Sites serving 


primarily persons with a lower risk for HBV infection included clinics providing 
tamily planning services, teen services, university/college health care, and 


community primary Cal 
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STD Clinics 

Hepatitis B vaccination was offered to all clients of the 
county health department’s STD clinics. During February 
1998—January 2001, risk-assessment forms were completed 
by 18,221 clients, of whom 1,900 (10%) reported previous 
completion of the hepatitis B vaccination series. Among men 
who have sex with men (MSM) and injection-drug users 
(IDUs), 16% (286 of 1,755) and 6% (67 of 1,106), respec- 


tively, reported having completed the vaccination series pre- 


viously; among those aged <25 years, 12% (31 of 265) of 


MSM and 8% (12 of 153) of IDUs reported completion of 


the series. 

Of 18,221 clients completing risk-assessment forms, 15,502 
(85%) were eligible to begin the vaccination series, of whom 
11,405 (74%) received the first dose of vaccine. Of the 9,697 
clients for whom >6 months had elapsed since they received 
the first dose, 5,123 (53%) received the second dose, and 2,910 
(30%) completed the 3-dose series (Table). 

To improve vaccination acceptance rates, during October 
1999—December 2000, the main clinic offered all clients a 
5-minute counseling session about hepatitis B vaccination. 
The acceptance rate for the first dose increased from 66% 
(4,390 of 6,615) during February 1998—September 1999 
(before counseling was initiated) to 77% (3,094 of 4,040) 
during the 15-month counseling period (rate ratio [RR]=1.15; 
95% confidence interval [CI]=1.13—1.18; p<0.001). Because 
of staff shortages and scheduling difficulties, counselors were 


not available on all days; as a result, some clients were not 
counseled. Among the 1,861 clients counseled, the acceptance 
rate for the first dose was 80%, compared with 74% (1,610 
of 2,189) for clients who were not counseled (RR=1.08; 95% 
Cl=1.05—1.12; p<0.001). HIV counselors now provide hepa- 
titis prevention and vaccination information as part of 
pretest HIV counseling offered to all clients. 


Other Sites 

Other sites serving primarily clients at high-risk attained 
first-dose vaccination coverage rates of 4%-66%, with cor- 
rectional institutions (i.e., county juvenile detention and adult 
jail) and a health-care clinic serving MSM having the lowest 
first-dose coverage rates (Table). At sites serving primarily 
clients at lower-risk, vaccine coverage was <30% at all sites 
except teen clinics, which had a first-dose coverage rate of 
69%. Although community primary-care clinics vaccinated 
the most clients each month, their first-dose vaccination cov- 
erage rate was 11%. Clinic managers had agreed to imple- 
ment a policy of offering vaccination to all new eligible clients; 
however, some clinics might have offered vaccine selectively 
based on clinical judgment of risk or were unable to integrate 
vaccination into their regular schedules. 

Project support for hepatitis B vaccination continues at most 
high-risk sites. In addition, other viral hepatitis prevention 
services (e.g., selective hepatitis B and hepatitis C serologic 
screening, hepatitis A vaccination, and STD screening 


TABLE. Number and percentage of adults and adolescents eligible for and receiving Hepatitis B vaccination at sites serving high- 
and lower-risk clients, by site, dose, and number of months vaccinating — San Diego, California, February 1998—January 2001 





No. Eligible no.* Dose 1 
Site sites monthly/dose 1 (%) 


Dose 2' Dose 3' No. months 
(%) vaccinating 


Estimated 
total doses 





High-risk clients 
STD clinic 
Job Corps 
Center for MSM‘ 
Methadone clinic 
Drug rehabilitation 
Clinic for MSM 
Juvenile detention 
Women’s jail 
Men’s jail 

Lower-risk clients 
Teen clinic 163 (69) 
Family planning 102 (25) 
College health 340 (19) 
University health 1,530 (11) 
Community clinic 4 2,040 (11) 


428 (74)8§ 
64 (66) 
26 (50) 
34 (44) 
56 (36) 
24 (25) 

340 (18) 

221 (12) 

1,020 ( 4) 


Ow a DWN a a = & 


36 20,772 
32 2,592 
20 520 
10 290 
20 700 
24 288 
18 2,502 
23 1,035 
24 1,656 


(61) 18 4,896 
(36) 17 867 
(40) 15 1,965 
(44) 19 6,821 
(49) (34) 28 11,312 





“Estimated as 85% of new client visits (except for jail sites, which used 85% of sick call visits); 85% was selected based on experience of clinics treating 
sexually transmitted diseases (STDs) that 15% of clients self-reported previous hepatitis B vaccination or disease and were therefore ineligible to start the 


vaccine 


Dose 2-3 percentages determined from individual dose-completion forms of persons receiving first dose and having >6 months of follow-up at STD 
clinics, Job Corps, methadone clinic, drug rehabilitation clinic, clinic for men having sex with men, and university health clinic; quarterly aggregate dose 


2-3 reports used at all other sites. 


‘Men having sex with men. 


~ Actual vaccine dose 1 acceptance rate among eligible clients determined from risk-assessment form given all clients at clinics for treatment of STDs. 
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services) have been or are being integrated into STD clinics, 
court-ordered drug-offender rehabilitation programs, and 
anonymous HIV counseling and testing sites. The San Diego 
VHPP developed a guide for establishing hepatitis B vaccina- 
tion services in an STD clinic (http://www.cdc.gov/hepati- 
tis/spotlights/integration.htm). The guide has been distributed 
to all state health department STD, hepatitis C prevention, 
and vaccination programs. 
MPH. S O'Neill. MS. 
MD, Public Health Svcs, Health and Human 
» County, California. Div of Viral Hepatitis, 
Diseases; R Gunn, MD, Div of Sexuall, 
ention, National Center for HIV, STD and 


Reported by: ? Murray, MPH, C Brennan 
P Gonza R Gilchi : 


fi j lame / 
MD, Di ppliea I pidemiolog) ana 


y Program Office 


a 


Editorial Note: Data from the San Diego VHPP indicate 
that high rates of hepatitis B vaccination can be achieved in 
some clinics and programs that serve persons at high risk for 
HBV infection through the integration of hepatitis B vacci- 


nation into routine clinic and program services. In the United 


States, the incidence of reported cases of acute hepatitis B has 


» since the late 1980s (3). The greatest decline 
has occurred among persons aged 10-29 years, and the 
median age of persons with acute hepatitis B has increased 
approximately 5 years during the 1990s (3). Universal vacci- 
nation of infants and adolescents prevents HBV infections 
within these age groups and eventually will prevent transmis- 
sion among adults. However, because it will take several 
decades to ichie e the secondary benefit of hepatitis B vaccl- 
nation of infants and young adolescents, vaccination of older 
adolescents and of adults at increased risk for HBV infection 
is needed to reduce disease incidence and chronic HB\ 
infection prevalence in the near future (3). 


\s with other vaccines recommended to prevent disease 


among older adolescents and adults, achieving high levels of 


hepatitis B vaccine coverage among these groups at increased 


risk for HBV infection has been difficult. Several obstacles 


account for low vaccine coverage including 1) inability of 


health-care providers to identify and deliver vaccine to at-risk 
populations; 2) lack of a public health infrastructure to sup- 
port adult vaccination; 3) lack of familiarity by health-care 
providers with practices required to achieve high rates of adult 
vaccination; and 4) limited private- and public-sector reim- 
bursement for adult vaccination. 

Many persons at increased risk for HBV infection are cli- 
ents of programs that provide other prevention and clinical 
services, at times in nonclinical settings. The San Diego VHPP 
tested the feasibility of vaccinating adults and older adoles- 
cents at increased risk for HBV infection at sites that provide 


services to such persons. For example, hepatitis B vaccination 


is recommended for all persons seeking care at STD clinics, a 
setting that provides services to the greatest number of adults 
at increased risk for HBV infection. Among persons with acute 
hepatitis B reported annually to a CDC hepatitis surveillance 
system, approximately 35% have been treated previously for 
STDs, which indicates the importance of this setting in the 
prevention of HBV infections (3). Earlier attempts at hepati- 
tis B vaccination in STD clinics had limited success; first- 
dose acceptance rates varied (range: 44%-70%), and <30% 
of persons completed the 3-dose series (4; CDC, unpublished 
data, 1993, 1997). By providing counseling as part of an 
integrated service, the San Diego VHPP was able to achieve 
first-dose acceptance rates as high as 80%. 

he goal of hepatitis B vaccination programs is to achieve 
the highest possible rate of 3-dose vaccination coverage. How- 
ever, not being able to ensure high 3-dose completion rates 
should not preclude the initiation of hepatitis B vaccination 
in STD clinics. Among healthy young adults, protective lev- 
els of antibody develop in 30%-55% following a single dose 


of hepatitis B vaccine and in 75% after 2 doses (5-7). 
Although long-term (i.e., >10 years) protection cannot be 
ensured with incomplete vaccination, most persons respond- 
ing to the first dose are expected to have protection for at 
least 5 years, which parallels their expected loss of antibody 
(8). Vaccination completion rates should be monitored, and 
efforts to increase series completion, especially among those 
at the highest risk (e.g., MSM and IDUs), should be strongly 
considered. 

Reimbursement remains a major barrier to hepatitis B vac- 
cination of persons at increased risk for infection. Sites (e.g., 
STD clinics) that serve adolescents aged <19 years can obtain 
and offer vaccination through reimbursement under the Vac- 
cines for Children (VFC) program (http://www.cdc.gov/nip/ 
vfc). In the San Diego VHPP, the majority of sites were 
enrolled with the state vaccination program as VFC provid- 
ers. However, vaccination of adults was supported only 
through funding provided by the project. Private- and pub- 
lic-sector health insurance plans rarely cover hepatitis B vac- 
cination for adults. Although some states and local 
jurisdictions provide hepatitis B vaccine in STD clinics (9), 
drug-treatment clinics, and prison health programs, many 
adults with high-risk medical or behavioral conditions have 
limited access to recommended vaccinations. Providing 
additional funding to purchase vaccine for uninsured and 
underinsured adult populations (/0) would overcome a 
major barrier to vaccinating persons at high risk. 

The findings in this report are subject to at least three limi- 
tations. First, sites for integration of hepatitis B vaccination 


services were selected on the basis of convenience and might 
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not be representative of all sites. Second, the eligibility crite- 
ria used in the STD clinic (i.e., no self-report of previous 
hepatitis B vaccination or disease) also was used to estimate 
the percent eligible in all other sites, including sites (e.g., com- 
munity clinics) that might serve persons for whom hepatitis 
B vaccination is not specifically recommended. Clinicians at 
these sites might not have encouraged vaccination for adults 
without specific risk factors; however, because written risk 
assessments were not completed for most clients in these set- 
tings, the actual percentage of high-risk clients who were 
offered and received hepatitis B vaccination cannot be deter- 
mined. Finally, completion rates might be underestimated 
because persons receiving a first dose of hepatitis B vaccine 
might not have been followed long enough to track subse- 
quent doses. 

The findings in this report suggest that a sustained vaccina- 
tion program, when combined with a short counseling ses- 
sion, might achieve high levels of vaccine acceptance. Even 
when vaccination cost is not a barrier, achieving high rates of 
vaccination coverage requires that program managers set vac- 
cination-coverage goals, train staff, review the vaccination sta- 
tus of all clients routinely, and use appropriate 
health-education materials and counseling services. 
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Weekly Update: West Nile Virus 
Activity — United States, 
July 10-16, 2002 


This report summarizes West Nile virus (WNV) surveil- 
lance data reported to CDC through ArboNET and verified 
by states and other jurisdictions as of July 16, 2002. 

During the reporting week of July 10-16, two human cases 
of WNV were reported, both in Louisiana. During the same 
period, WNV infections were reported in 55 dead crows, 115 
other dead birds, nine horses, and 19 mosquito pools. 

During 2002, three human cases of WNV encephalitis or 
meningitis have been reported, all from Louisiana. Among 


these cases, all were men, the median age was 62 years (range: 


53-78 years), and the dates of illness onset ranged from June 
10—28; no cases were fatal. In addition, 171 dead crows and 
266 other dead birds with WNV infection were reported from 
20 states and the District of Columbia (Figure); 23 WNV 
infections in horses have been reported from four states 
(Florida, Kentucky, Louisiana, and Texas). During 2002, 
WNYV seroconversions have been reported in 10 sentinel 
chicken flocks from Florida; WNYV seropositivity has been 
reported from two states (Indiana and Louisiana) in two wild 
birds that were caught and released; and 26 WNV-positive 
mosquito pools have been reported from six states (Alabama, 
Illinois, Indiana, Massachusetts, New Jersey, and Ohio). 
Additional information about WNV activity is available at 
http://www.cdc.gov/ncidod/dvbid/westnile/index.htm and 
http://cindi.usgs.gov/hazard/event/west_nile/west_nile.html. 


FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2002* 
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* As of July 16, 2002. 
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Poliomyelitis — Madagascar, 2002 


Surveillance for acute flaccid paralysis (AFP) in Madagas- 
car has detected a cluster of four cases of paralytic poliomy- 
elitis from which type-2 vaccine-derived polioviruses have been 
isolated. Preliminary data indicate that these patients, resid- 
ing in the Tolagnaro district of Toliara province in southeast- 
ern Madagascar, had onset of paralysis during March 20—April 
12, 2002. None of the children affected was vaccinated fully. 
During March-April 2002, provincial authorities conducted 
1 small-scale house-to-house vaccination response. Genetic 
sequencing studies of these vaccine-derived viruses indicate 
substantial genetic drift and recombination with nonpolio en- 
teroviruses. These findings are compatible with an outbreak 
of paralytic polio associated with a circulating vaccine-derived 
poliovirus (cVDP\ 


required 


; : 
however, further investigation is 


Che three outbreaks of cVDPV described previously 
occurred in areas where routine oral polio vaccine (OPV) cov- 
erage is low, AFP surveillance is suboptimal, and supplemen 
tary vaccination activities have not been conducted for years 


1,2). Vaccination coverage data suggest that during 1999, 


37% of children aged <1 year had received 3 doses of OPV. 


In 2001, the nonpolio AFP rate of 0.3 case per 100,000 popu- 
lation aged <15 years was below the target level of 1.0. 

\ joint mission by the Ministry of Health of Madagascar, 
the Pasteur Institute of Madagascar, the World Health Orga- 
nization, and United Nations Children’s Fund (UNICEF) is 
ongoing to 1) conduct a field investigation of the cases to 
verify early reports review health facility records for any 
missed cases, 3) enhance the quality of AFP surveillance 
nationwide, and 4) plan for a nationwide house-to-house po- 
lio vaccination response. The work of this mission is being 
complemented by laboratory work in Madagascar, South 
Africa, France, and the United States 


Reported by: Ministry Health; Pasteur Institute, Madagascar 
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Erratum: Vol. 51, No. 27 


In the Notice to Readers, “Resumption of Routine Sched- 
ule for Diphtheria and Tetanus Toxoids and Acellular Pertus- 
sis Vaccine and for Measles, Mumps, and Rubella Vaccine,” 
on page 599 under the heading “DTaP Vaccine,” an error 
occurred in the first sentence of the second paragraph. The 
sentence should read, “During the DTaP vaccine shortage 
beginning in 2000 (5), ACIP recommended that health-care 
providers vaccinate infants with the initial 3 DTaP doses, if 
they did not have sufficient supply of DTaP to vaccinate all 


children in their practice.” 








Vol. 51 / No. 28 MMWR 623 





FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending July 13, 2002, with 
historical data 


CASES CURRENT 
4 WEEKS 


DISEASE DECREASE INCREASE 


Hepatitis A, Acute 353 


Hepatitis B, Acute 333 


Hepatitis C; Non-A, Non-B, Acute 86 


Legionellosis 


60 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella 





f T T 


0.0625 0.125 0.25 0.5 1 


Ratio (Log Scaley 


ESS) Beyond Historical Limits 


* Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending Jul 


13, 2002 (28th Week)’ 





Anthrax 
Botulism: 


Brucellosis’ 
Chancroid 
Cholera 
Cyclosporiasis' 
Diphtheria 
Ehrlichiosis: 


Encephalitis: 


foodborne 
infant 
other (wound & unspecified) 


human granulocytic (HGE)* 
human monocytic (HME)' 
other and unspecified 
California serogroup viral* 
eastern equine’ 
Powassan' 

St. Louis* 

western equine’ 


Cum. 
2002 


Cum. 
2001 








2 
9 
33 
10 
44 
35 
4 


1 
11 
52 

6 
62 








Encephalitis: West Nile’ 

Hansen disease (leprosy)' 
Hantavirus pulmonary syndrome’ 
Hemolytic uremic syndrome, postdiarrheal' 
HIV infection, pediatric’’ 

Plague 

Poliomyelitis, paralytic 

Psittacosis' 

Q fever' 

Rabies, human 

Streptococcal toxic-shock syndrome’ 
Tetanus 

Toxic-shock syndrome 

Trichinosis 

Tularemia' 

Yellow fever 


Cum. 
2002 


Cum. 








4 
40 

7 
82 
98 





2001 


39 
5 
63 





-:No reported cases. 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date). 


Not notifiable 


in all states. 


Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update June 30, 2002. 
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TABLE Il. Provisional cases of selected notifiabl 


(28th Week)" 


e diseases, United States, weeks ending Jul 


y 13, 2002, and July 14, 2001 





Chlamydia’ 


Cryptosporidiosis 


Escherichia coli 





0157:H7 


Shiga Toxin Positive, 
Serogroup non-O1 57 









































Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002! 2001 2002 2001 2002 2001 2002 2001 2002 2001 
UNITED STATES 20,967 20,376 386,540 401,933 1,045 1,070 983 1,046 38 45 
NEW ENGLAND 802 731 13,879 11,565 63 51 78 111 8 20 
Maine 1 20 782 642 2 4 3 12 - 
N.H 19 5 849 708 14 2 7 12 3 
vt 8 10 344 315 14 13 5 - 
Mas 377 40 5 4,468 15 25 59 3 5 
R 62 51 1 1,495 13 3 6 - - 
Conr 317 234 4 3,937 5 4 17 4 12 
MID. ATLANTIC 4,70 5,358 39 43,383 117 146 74 82 
Upstate N.Y 359 782 8 6,943 5 42 61 48 
N.Y. Cit 2,554 2,968 15 15,965 55 60 4 8 
Ni 812 919 3 7,074 7 7 9 26 
Pa 97 689 12 13,401 20 37 N N 
E.N. CENTRA 2,241 404 66,447 74,241 267 358 252 241 1 3 
O 433 32 18,027 19,216 70 56 56 59 1 2 
i 30€ 1€ 8,711 8,236 24 32 24 37 
029 670 16,866 22,290 40 40 76 61 
Mict 364 61 16,590 15,900 54 73 40 27 1 
Ww 09 78 6,253 8,599 79 157 56 57 
W.N. CENTRA 33 449 20,973 20 115 98 154 125 4 2 
Mir 2 81 4,987 “ 50 32 54 47 3 
= “ 2,72 2 13 25 40 20 . - 
7 16 20 23 23 N N 
5 5 7 8 1 1 
1 7 16 12 9 15 1 
9 11 





















4 











550 1 3 
141 9 27 S 6 
. 810 3 9 . - 
Va 9,365 o 9 24 24 1 2 
W.V 4 44 1,258 2 1 2 3 
N 456 ( 97 11,286 23 17 17 26 
S 455 338 033 8,399 2 2 ° 2 . . 
3a 87 750 13,981 16,326 80 68 34 16 9 7 
F 2,5€ 728 20,643 19,100 43 36 14 12 5 4 
ES. CENTRA 919 96 26 438 2 71 21 47 52 
Ky 5C ) 4,578 1 3 14 23 
Ye 404 27 8,459 38 4 21 18 
Ala 3 224 8,157 28 7 7 8 
M 92 57 5,244 4 7 5 3 
WwW CENTRAL 181 2,02 55,305 5 15 35 13 112 
Ark 149 04 7 5 3 3 4 
a 508 458 + 7 3 
Skla 19 6 6 6 0 13 
Tex 1,405 35 37,932 19 92 
MOUNTAIN 678 71 23,795 23,583 75 59 98 104 6 3 
Mont € 12 143 1,155 4 5 9 6 . 
idar 1,324 920 17 7 7 14 2 2 
Wy 4 467 431 5 1 2 4 1 . 
Col 3 53 7,096 6,512 20 18 34 44 1 1 
N. Mex 59 3,234 3,181 9 11 5 6 1 
Ariz 284 279 7,334 7,797 10 3 12 12 1 
Jtat 35 62 1,137 916 6 11 19 12 
Nev 50 30 6 2,671 3 3 10 © 
C 2,615 2.64 67,391 155 132 167 129 oy 4 
264 284 7,251 24 U 20 29 - - 
196 110 3,866 21 15 45 21 4 o 
2,090 205 52,738 109 114 78 69 
12 14 1,443 . . 4 2 
5 28 2,093 1 3 20 8 
Guarr 2 8 : 221 N N 
PR 601 578 1,576 1,454 
V 60 2 30 94 : ‘ . . . 
Amer. Samoa U U U U U U U U U U 
C.N.M.| 2 U 117 U U U U 





N: Not notifiable 


Chlamydia refers to gent 
Updated monthly from 
June 30, 2002 


U: Unavailable 
* Incidence data for reporting year 2001 a 


No reported cases 


tal infections caused by C 
reports to the Division of HIV 


miology, National 


C.N.M.1.: Commonwealth of Northern Mariana Islands 
nd 2002 are provisional and cumulative (year-to-date) 
trachomatis 
AIDS Prevention — Surveillance and Epide 


Center for HIV, STD, and TB Prevention Last update 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 13, 2002, and July 14, 2001 
(28th Week)* 





Haemophilus influenzae, 
invasive 


Escherichia coli Age <5 Years 
Shiga Toxin Positive, All Ages, Serotype 
B 


Not Serogrou! Giardiasis Gonorrhea All Sero' S 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2002 2001 2002 2001 2002 2001 


UNITED STATES 17 4 7,198 163,406 182,299 881 878 12 15 
NEW ENGLAND - 1 j 63 56 - 1 
1 






































Maine - - 
N.H - . - ‘ 
Vt - 5 2 
Mass - - ; 30 33 
RA . - 9 2 
Conn - : 13 18 
MID. ATLANTIC - - 
Upstate N.Y. - - ; 69 39 
N.Y. City . . 34 34 
N.J - - , 31 28 
Pa - - ‘ F 19 24 
E.N. CENTRAL 
Ohio ‘ , 55 48 
| - - - 31 2 
43 52 
a 8 
6 18 
W.N. CENTRAL - - j 33 38 
Minn - - 5 , 20 20 
. - 1 


1 


12 
4 

S. ATLANTIC ° . ‘ ; ) 221 

Del : . . : 

Md 

D.C 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR - - 

VI - - - 17 
Amer. Samoa U U U 
C.N.M.1 - U . 11 





N: Not notifiable. U: Unavailable. - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date). 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 13, 2002, and July 14, 2001 



































































(28th Week)" 
| Haemophilus influenzae, invasive 
Age <5 Years Hepatitis (Viral, Acute), By Type 
| Non-Serotype B | Unknown Serotype A B C; Non-A, Non-B 
Cum Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 2002 2001 
UNITED STATES 138 148 12 17 4,420 4,766 3,367 3,648 1,704 2,215 
NEW ENGLAND ? 10 181 269 113 70 18 27 
Maine 6 5 5 
NH 10 7 12 10 - 
vt 1 6 3 5 11 
: 7 2 108 59 13 
7 2 17 12 
. 5 1 25 


















MID. ATLANTIC 1 20 3 5 50 719 

Upstate N.Y 3 6 1 45 79 68 31 18 

N.Y. City € 5 227 415 346 - 

N 146 147 759 587 
02 110 158 














E.N. CENTRAL 8 1 574 424 431 58 109 
ir ~ 31 58 62 6 7 
d 4 1 45 18 24 1 
178 4 54 8 9 
78 308 268 44 92 

2 23 


oO 












N 
nN > 
An & 
Sd 
— 
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Cc 


> 
oO 


5 nN 
ur 
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uo 




















w.S. CENTRA f 4 ' ( 22 7 
Ark 38 6 5 4 a 

58 66 14 103 
: > 66 4 4 
Te 2 345 









| > 4 











MOUNTAIN 24 17 § 1 334 408 259 26 38 
Mont 9 6 3 2 1 
idahc 1 20 4€ 5 8 1 
wy 2 2 G 1 7 4 
Cok 55 40 49 60 23 5 
N. Mex 4 . 1 1 9 18 4d 71 11 
Ariz 12 4 175 210 94 87 3 9 
Utar a 35 38 23 15 2 1 
Nev 1 1 29 48 32 24 17 6 
PACIFIC 17 31 1 3 1,004 1,062 435 703 77 85 
Wash 1 1 97 55 33 67 13 16 
Oreg 4 5 49 69 78 88 13 10 
Calif ) 24 850 916 318 530 51 59 
Alaska 1 1 7 12 3 a 

1 1 1 10 3 14 





Hawaii 






Guam 


PR 












Vv. ; 
Amer. Samoa U U U U U U U U U U 
C.N.M.| U . U - U 31 U - U 
N: Not notifiable U: Unavailabie No reported cases 










* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 13, 2002, and July 14, 2001 
(28th Week)* 





Measles 
Legionellosis Listeriosis Lyme Disease Malaria Total 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. " Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2002 
UNITED STATES 383 473 217 276 3,399 5,005 10° 


NEW ENGLAND 2 1s 25 28 369 1,222 
Maine 2 - - 
2 1 52 26 
1 - 4 4 
15 15 578 
1 1 46 123 
4 11 23 491 
MID. ATLANTIC 39 47 2,731 
Upstate N.Y. 18 13 802 
N.Y. City 13 43 
N.J 8 1,007 
Pa 13 879 
E.N. CENTRAL 41 ¢ 409 
Ohio 8 10 
Ind 4 6 
TT 13 - 23 
Mich 13 - 2 
Wis 3 
W.N. CENTRAL 6 : 89 
Minn - 49 
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PR 

VI . . , 
Amer. Samoa U U U U 
C.N.M.1 - U : U 


N: Not notifiable U: Unavailable -: No reported cases 

* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 

' Of 10 cases reported, three were indigenous and seven were imported from another country 
Of 84 cases reported, 41 were indigenous and 43 were imported from another country 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 13, 2002, and July 14, 2001 
(28th Week)* 





Meningococcal 
Disease Mumps Pertussis Rabies, Animal 
Cum. Cum. Cum. Cum. b Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2001 2002 2001 
UNITED STATES 1,501 153 122 
NEW ENGLAND 7 
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N: Not notifiable U: Unavailable - : No reported cases 
" Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 13, 2002, and July 14, 2001 
(28th Week)* 





Rubella 

Rocky Mountain Congenital 

__ Spotted Fever Rubella Saimonellosis 

Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 
UNITED STATES 339 215 
NEW ENGLAND - 2 
Maine ° ‘ 
N.H 
Vt 
Mass 
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N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 13, 2002, and July 14, 2001 
(28th Week)* 





Streptococcal Disease, Streptococcus pneumoniae, Streptococcus pneumoniae, 
Shigellosis Invasive, Group A Drug Resistant, Invasive Invasive (<5 Years) 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 

Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 

UNITED STATES 6,978 

NEW ENGLAND 
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Mass 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 13, 2002, and July 14, 2001 
(28th Week)* 
Syphilis Typhoid 
Primary & Secondary Tuberculosis Fever 
Cum. Cum. Cum. Cum. Cum. Cum. | Cum. 

Reporting Area 2002 2002 2001 2002 2001 2002 2001 
UNITED STATES 3,234 160 279 5,846 6,926 129 166 
NEW ENGLAND 65 3 207 245 10 8 
Maine . - 5 10 - 1 
N.H 1 7 11 1 
Vt 1 - . 4 . 
Mass 47 2 104 117 8 5 
Rl 2 - 27 38 - 
Conn 14 1 64 65 2 1 
MID. ATLANTIC 364 2 40 1,092 1,173 36 57 
Upstate N.Y 19 3 2 158 165 5 13 
N.Y. City 204 11 20 577 601 19 21 
N.J 68 10 18 247 269 9 20 
Pa 73 1 - 110 138 3 3 
E.N. CENTRAL 562 24 41 548 694 13 20 
Ohio 7 : 2 95 134 4 2 
ind 42 5 58 48 2 2 
i 150 18 27 270 349 1 9 
Mich 287 6 4 119 126 3 4 
Wis 8 - 3 6 37 3 3 
W.N. CENTRAL 52 5 282 266 4 6 
Minn 18 1 122 116 3 2 
lowa 2 - 17 18 : . 
Mo 16 3 81 59 1 4 
N. Dak - - 1 3 - 
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N: Not notifiable 


* Incidence data for reporting year 


U: Unavailable 
2001 and 2002 are prov! 





No reported cases 
sional and cumulative (year-to-date) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending July 13, 2002 (28th Week) 





All Causes, By Age (Years) 


All Causes, By Age (Years) 





All 


Reporting Area Ages 





| 45-64 | 25-44 


ol <1 





Pal" 
Total Reporting Area 








>65 45-64 | 25-44 | 1-24 | <1 
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U: Unavailable 


-‘No reported cases 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
occurrence and by the week that the death certificate was filed. Fetal deaths are not included 


' Pneumonia and influenza 


* Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 


* Total includes unknown ages 








Vol. 51 / No. 28 











July 19, 2002 











Vol. 51/ No. 28 








{WR reterences are available on the Internet at http://www.cdc.gov/mmwr. Use the search function to find specific articles. 


Use of trade names and commercial sources is for identification only and does not imply endorsement by the U.S. Department of Health 


and Human Services. 


References to non-CDC sites on the Internet are provided as a service to MMWR readers and do not constitute or imply endorsement of 


these organizations or their programs by CDC or the U.S. Department of Health and Human Services. CDC is not responsible for the 


content of these sites. URL addresses listed in MMWR were current as of the date of publication. 

















July 19, 2002 





Che Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control and Prevention (CDC) and 
is available free of charge in electronic format and on a paid subscription basis for paper copy. To receive an electronic copy each week, send 
an e-mail message to /istserv@listserv.cde.gov. The body content should read SUBscribe mmwr-toc. Electronic copy also is available from 
CDC's World-Wide Web server at http://www.cdc.gov/mmwr or from CDC's file transfer protocol server at fip://fip.cdc.gov/pub/publications/ 
mmwr. To subscribe for paper copy, contact Superintendent of Documents, U.S. Government Printing Office, Washington, DC 20402; 
telephone 202-512-1800. 

Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. The reporting week concludes 
at close of business on Friday; compiled data on a national basis are officially released to the public on the following Friday. Address 
inquiries about the MMWR Series, including material to be considered for publication, to Editor, MMWR Series, Mailstop C-08, CDC, 
1600 Clifton Rd., N.E., Adanta, GA 30333; telephone 888-232-3228. 

All material in the MMWR Series is in the public domain and may be used and reprinted without permission; citation as to source, 


however, is appreciated. 





Od 
ad 
dd 


sinDoV STVOIGOIY 


NOILI 
13 NOI 


ECCOE VO 'VANVILY 


SSINISNSG IVIDIsaAsAO 
(DdaD) NOILNSAS3Y¥d GNV IOYNLNOD 3ASV3ESIG 4O4 SHSLINAD 


Gov NNV 


~ 
« 
- 
a 
é 
- 
¢ 
- 
¢ 
C 
¢ 
, 


dU 
9vel XOE 


Q31S3N03N JSIANSS NYnNisad 


OOE$ ASN BALVAINd HOA ALIVNGAd 





oqeggev 906 9020 


VWHOANI LSANDO 
SADIANAS NYWNH GNV HLIVSH AO LNAWLYVd3aGd 





v8Z-D ‘ON Wuied 
909/SHd 


Givd S334 8 3DVLSOd 
VW SSV19-LSUi4 

















